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{F 000} INITIAL COMMENTS {F 000}

 Paper compliance to the recertification and state 

licensure survey that included the investigation of 

complaint numbers IN00147165 and IN00148553 

completed on July 17, 2014.

Review Date:  August 26, 2014.

Facility Number:  000449

Provider Number:  155568

AIM Number:  100290350

Surveyor:  Brenda Marshall, RN

Williamsport Nursing and Rehabilitation was 

found to be in compliance with 42 CFR Part 483, 

Subpart B and 410 IAC 16.2, in regard to the 

paper compliance review to the recertification and 

state licensure survey.
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